Study Objectives: Traditional medical education strategies teach learners how to correctly perform procedures while neglecting to provide formal training on iatrogenic error management. Error management training (EMT) requires active exploration as well as explicit encouragement for learners to make and learn from errors during training. Simulation provides an excellent methodology to execute a curriculum on iatrogenic procedural complication management. We hypothesize that a standardized simulation-based EMT curriculum will improve learners' confidence, cognitive knowledge, and performance in iatrogenic injury management.
Study Objectives: Professional conduct over video is not necessarily intuitive, and telemedicine work without adequate provider preparation can lead to poor performance and poor care. Telemedicine is very much in the public and regulatory spotlight, and it is important that individual conduct reflect institutional standards. Therefore, it would be wise for organizations starting telemedicine service lines to train practitioners in this new modality. To that end, we developed a one-day curriculum to teach telemedicine etiquette and medicolegal awareness for our large multihospital enterprise.
Methods: The curriculum centers on 4 telemedicine competencies: 1) Basics: technology use, staging considerations, medicolegal environment; 2) "Web-side manner": self-presentation skills and medical history taking; 3) Patient examination: skills necessary for remote video exam; 4) Facilitated examination dynamics: skills for when another provider is physically present. All competencies are taught through a combination of simulation and small group didactics. Competency 1 is taught by student-to-faculty video simulation and with a locally tailored legal curriculum. Competencies 2 through 4 use a video-based standardized patient encounter. For each of these encounters, students receive feedback from the standardized patient. An advocacy/inquiry style debrief with a simulation-trained physician helps students explore each competency and understand the differences between skills used for in-person encounters and those needed for video-based encounters. Principles of professional conduct related to each competency are discussed during each session. To date, participants have included physicians, nurse practitioners, and physician assistants at varying points in their careers and from multiple specialties. Feedback was assessed using a 5-point scale (1, strongly disagree to 5, strongly agree).
Results: Anonymous feedback from participants in this pilot program was positive (Table) . The program has also received favorable feedback from hospital administration and departmental stakeholders (data not shown).
Conclusions: Using simulation and a standardized curriculum we can effectively teach different provider types basic telemedicine competencies and systematize professional telemedicine conduct. This may serve as an effective conceptual model for other institutions seeking to standardize telemedicine conduct and professionalism. Future work will include program assessment of pre-and post-session core knowledge and video assessments of encounters evaluated by outside observers.
A Novel Integrated Difficult Delivery and Neonatal Resuscitation Simulation for Emergency Medicine Residents
Nickerson JE, Bentley S/Icahn School of Medicine at Mount Sinai, New York City, NY Study Objectives: Newborn delivery and resuscitation are essential emergency medicine skills, yet are rare occurrences. Simulation can provide integrated training in these essential skills addressing a deficit in emergency medicine training. Our study seeks to evaluate whether an in-situ simulation can improve emergency medicine residents' knowledge and confidence in performing difficult deliveries and neonatal resuscitation.
Methods: We conducted a needs assessment of graduating PGY-4 residents assessing their confidence and found that the majority (75%) noted feeling "not confident at all" or "barely confident" to perform difficulty deliveries and no residents felt "confident" or "very confident" in performing neonatal resuscitation. Based on these data we developed a novel simulation session integrating a difficult delivery with a subsequent neonatal resuscitation. The 15-minute simulation was run with 1 learner, an embedded simulation participant nurse, and a standardized patient in the ED setting. The learner was required to perform critical actions to reduce a shoulder dystocia to deliver a neonate that was apneic on delivery requiring the learner to perform neonatal resuscitation (per Neonatal Resuscitation Program® (NRP) guidelines). The simulation and checklist of critical actions were developed from previously validated tools in collaboration with content and simulation experts from OB and Pediatrics. Following case completion, the learners were debriefed utilizing plus/delta format in conjunction with standardized teaching points and individualized feedback. We piloted the simulation on residents prior to implementation. We graded clinical performance using the checklist of critical actions. Prior to the simulation, we assessed knowledge using a 9 question multiple choice test and confidence using 5-point Likert scales adapted from previously validated surveys. Residents completed post-test knowledge and self-adequacy surveys 3 months after completing the simulation.
Results: A total of 43 (66%) resents completed the simulation. We found that interns had a baseline knowledge deficit compared to PGY2-4 (53% versus 66%, p¼0.034). On average, residents scored 66% (11.9/18) for shoulder dystocia and 65% (9.7/15) for neonatal resuscitation on the checklist of critical action. Analysis of scores revealed no clinical difference in performance between junior and senior residents. Three months after completing the simulation, residents demonstrated increased knowledge by 10% (62% pre-simulation versus 72% post-simulation, p¼0.05). The majority (80%) had increased confidence in difficult deliveries and in performing neonatal resuscitation rated on a Likert scale (1.6 versus 2.7; p¼0.04) 3 months after completion of the simulation.
Conclusions: Emergency medicine residents (including senior residents) are not confident in performing difficult newborn deliveries or neonatal resuscitation and have knowledge deficits in these areas. Implementing simulation may improve knowledge and confidence in these areas and could provide a new minimum standard for education in this area for emergency medicine residents.
Research Protocol Training Through an Electronic Learning Module and in Situ Simulation
Staugaitis A, Benolken P, Biros M/University of Minnesota, Minneapolis, MN; Fairview Health Services, Minneapolis, MN Study Objectives: We describe the process of clinical staff training of a complex emergency research study through a layered approach to disseminating study protocol information to clinical staff.
Methods: The Established Status Epilepticus Treatment Trail (ESETT) seeks to compare effectiveness of fos-phenytoin, levetiracetam, or valproic acid in subjects with benzodiazepine-refractory status epilepticus. ESETT is an EFIC trial in which qualifying subjects can be enrolled by the clinical staff within minutes of ED admission often in the absence of the research team.
An e-learning module was created to emphasize crucial clinical care elements of the protocol including: the importance of benzodiazepine dosing and timing, rationale for use of Exception From Informed Consent (EFIC), study drug dosing and administration, the post-infusion assessments, and how to contact the study team.
A seizure SIM scenario was drafted based on clinical learning objectives for a successful ESETT enrollment including: recognizing a potential ESETT subject as a patient with seizures despite adequate benzodiazepine dosing (without coordinator prompting); proper study drug administration and follow-up assessments. The study protocol assist device (iPod touch) was set to practice mode and mock-drug (saline) was loaded into the study drug kit.
On the day of the SIM, a seizure code was called into ED dispatch and clinical staff to treat a high-fidelity SIM mannequin in status epilepticus. The clinical staff administered mock benzodiazepine doses and then identified the seizing SIM mannequin as a potential ESETT subject. Clinical staff located the ESETT study drug box, verified inclusion/exclusion and study dose, utilized the administered mock study drug and followed the prompts from the protocol assist device through the first post infusion assessment.
Immediately after the in situ SIM, a SIM de-brief occurred that included the clinical staff (physicians, nurses and pharmacy staff) and the clinical research team (coinvestigator, lead coordinator).
Results: The LMS report showed 40/45 (89%) of ED RN staff viewed the elearning module.
During the SIM debriefing, clinical staff and the research team jointly identified logistical barriers to address including: study poster location, slow iPod, procedure to un-blind study drug, proper "next steps for care" in the event of study drug failure.
The feedback from the ED staff was that they learn better by doing (kinesthetic learning style). "Hands on is always the best, easier to learn when you get to see and do."
Conclusions: In situ simulation (SIM) is used in clinical education and training, but evidence on its utility for protocol training in research trials is limited. A layered approach to disseminating study protocol information to clinical staff including an elearning module and kinesthetic learning through an in situ SIM helped the clinical staff incorporate protocol training into their clinical care.
A Simulation-Based Mastery Learning Ultrasound Guided IV Insertion Curriculum for Emergency Medicine Trainees
Amick AE, Trinquero P, Davis E, Moore A, Gappmaier V, Feinsmith S, Sell J, Colton K, Barsuk J/Northwestern University, Chicago, IL Study Objectives: Establishing venous access in difficult IV access (DIVA) patients is a Accreditation Council for Graduate Medical Education (ACGME) milestone for emergency medicine trainees. Ultrasound-guided IV (USGIV) insertion is a safe and effective procedure to obtain access in DIVA patients; however, at our institution, most residents receive only informal instruction. Simulation-based mastery learning (SBML) is an educational model that engages learners in simulated scenarios and involves deliberate practice until a predetermined standard is achieved. Our objective was to train post-graduate year (PGY) 1 emergency medicine residents using SBML to evaluate skill acquisition and compare these skills to traditionally trained PGY 2-3 emergency medicine residents.
Methods: We performed our study of PGY-1 residents at a large, tertiary, urban, 4-year academic emergency medicine training program from July to December 2017. Residents first underwent a simulated pre-skills assessment. They then watched a lecture and demonstrational video, followed by deliberate practice on the simulator with expert feedback. Finally, they underwent a post-skill assessment. All assessments used a 30-item dichotomous checklist (correct or omitted/incorrect). A minimal passing standard (MPS) was set by an expert panel using the Mastery Angoff method. All SBML-trained residents were required to meet or exceed the MPS before completion of training. A convenience sample of PGY2-3 residents only participated in a baseline simulated skill assessment using the 30-item checklist. We compared PGY1 pretest to posttest scores, and SBML-trained PGY1 residents posttest scores to PGY2-3 residents baseline scores.
Results: Ten PGY1 residents participated in the SBML curriculum. The MPS was set at 27 of 30 checklist items correct. The SBML group improved their skills with training from pre to post assessment (20 AE 3.59 to 29.5 AE 0.97; p < .0001). A sample of 12 PGY2 and 10 PGY3 residents scored significantly lower than SBML-trained interns (24.9AE2.39; p¼.0002), and only 4 achieved MPS. Fifty percent of PGY2-3 residents did not maintain aseptic technique, and 45% failed to demonstrate needle tip control.
Conclusions: This study demonstrated that formal SBML training dramatically improves PGY1 skills to a level where they outperformed more senior residents. Emergency medicine programs should consider using SBML-training of USGIV skills for all residents. Study Objectives: Latinos comprise a large proportion of the patient populations that are seen in emergency departments (EDs), setting the stage for stressful, emotionally heightened, and possibly contentious interactions between overworked ED staff and non-English speaking patients. The stressful nature of the ED setting is magnified when considering the effects of hospital crowding, which is partially attributed to non-urgent ED use, accounting for about 30% of the 116.8 million ED visits completed annually. While there is considerable academic and public dialogue regarding the burden of crowding and frequencies of non-urgent ED use among Hispanic/Latino populations, few studies have ethnographically examined the perspective of patients when they actually seek care in EDs. Even fewer have conducted research in a clinical setting, relying primarily on retrospective interviews. This study sought to understand the variables that influence non-urgent ED use and satisfaction among Spanishspeaking patients who seek non-urgent care at a comprehensive trauma ED in west central Florida.
Methods: A mixed-methods ethnographic approach was employed through the use of participant observation (120+ hours), patient shadowing (40 hours, N¼10), administration of a modified patient satisfaction survey (N¼100), semi-structured interviews (N¼25), and retrospective analysis of patient satisfaction data collected between 2012-2017 (N¼4940).
Results: Quantitative findings generally indicate high degrees of satisfaction among this particular patient population. Retrospective analysis of patient satisfaction data suggest significant differences when compared to English-speaking patients, where Spanish-speaking patients provide more positive evaluations. These differences were observed in the survey sections asking patients to provide evaluations of emergency physicians overseeing their treatment (X 2 ¼6.76, p¼0.03; t¼ -1.98, p¼0.04), how their family and friends were treated (X 2 ¼5.73, p¼0.05; t¼ -1.92, p¼0.05), how personal issues (X 2 ¼9.41, p¼0.01; t¼ -2.21, p¼0.03), and insurance information were handled in the ED (X 2 ¼10.87, p¼<0.01; t¼ -2.76, p¼0.01), as well as their overall assessment of the ED (X 2 ¼8.36, p¼0.02; t¼ -2.86, p¼<0.01). In contrast to the quantitative data, qualitative data indicated other significant issues that emerge among this patient population when seeking out non-urgent care. These barriers include: limitations in exercising individual autonomy when communicating with medical staff, self-blame for not being able to effectively articulate their symptoms and concerns, and lack of clarity in understanding follow-up care plans. The quantitative and qualitative data corroborate that patient comprehension and health literacy in understanding ED
